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pregnant women who smoke cigarettes
are at increased risk of both having a poor
dietary intake and low weight gain during
gestation, and because pregnant women
who quit smoking are at increased risk of
excessive weight gain during gestation,'5
individualized nutritional counseling is
recommended'56 in addition to smoking-
cessation efforts.

Every pregnant woman deserves
access to information, counseling, and
appropriate interventions that support the
healthiest possible outcomes for her and
her developing fetus. Research is needed
to improve the efficacy of smoking-
cessation interventions for pregnant
women, which are already known to be
cost effective.'7 Research is also needed to
identify effective interventions to improve
matemal dietary intake and ensure ad-
equate weight gain during pregnancy,
especially for cigarette smokers. Further-
more, we need to find affordable and
efficient ways to integrate these activities
into all health care settings, including
public clinics, private practice, and man-
aged care. O
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Annotation: HIV Prevention Challenges-Realistic Strategies and
Early Detection Programs

European public health officials have
succeeded in protecting their young people
from human immunodeficiency virus
(HIV) in ways that American policymak-
ers have not. The most significant and
dramatic increases occurred in Switzer-
land over 7 years in condom use, fear of
contracting HIV, and knowledge of HIV
prevention strategies. These positive
changes concurred with the implementa-
tion of a coherent and comprehensive
national policy of stopping AIDS.' The
changes, greatest among youths aged 17
to 25 years, were larger than changes
simultaneously observed among youths in
the United States, France, Germany,
Scotland, and Sweden. These data demon-
strate the potential efficacy of consistent
application over time of intensive national
intervention programs.

However, the data also highlight the
need for additional HIV prevention strate-
gies. Those who want children, for
example, must abandon condom use for
HIV protection. The prevention strategies
in the Swiss agenda do not provide
adequate protection from HIV when
pregnancy is desired. We must identify
strategies that both protect from HIV and
allow pregnancy. A combination strategy
of HIV testing and monogamy offers one
approach. HIV testing allows early detec-
tion of infection and has two benefits: the
infected can take precautions to limit
further transmission and can implement
prophylactic treatments such as protease
inhibitors2 or azidothymidine during preg-
nancy.3 While HIV testing increased from
3% to 4% (a statistically significant in-
crease), the vast majority of the Swiss

population is not tested for HIV. In
countries with higher seroprevalence rates,
the impact of increased condom use will
be far less than the potential response to
routine HIV testing for early detection of
infection.4 While the Swiss data demon-
strate the positive behavioral impact of
national policies, the data also signal that
a new era in prevention must unfold.
Policymakers must recognize that early
detection of infection is a cornerstone of
any national prevention agenda.

National challenges exist to adapt
realistic goals regarding adolescent sexu-
ality, to implement effective HIV preven-
tion programs for youth, and to implement
early detection programs for HIV. The
United States has not increased consistent

Editor's Note. See related article by Dubois-
Arber et al. (p 558) in this issue.
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condom use or monogamy, nor has it
universally adopted realistic HIV preven-
tion messages for youths. While the Swiss
campaign was proceeding over the last 7
years, sexual acts that put young people at
risk in the United States rose significantly.
The age of those infected by HIV
declined: 1 in 4 new infections is occur-
ring in youths under the age of 22.5 Unlike
HIV infection pattems among adults,
adolescent women are being infected
through heterosexual transmission at a
rate almost equal to gay and bisexual male
adolescents.6 The rates of HIV infection
are not surprising, given the concurrent
rise in other indices of sexual risk. From
1985 to 1990, increasing numbers of
adolescents were becoming sexually ac-
tive at younger ages,7'8 and the number of
teenage mothers aged 13 to 15 rose by
26%.9 The overall US rate of teenage
motherhood is double that of England,
France, and Canada.'I Two thirds of cases
of sexually transmitted disease involve
youths under the age of 25.11 Condom use
at first intercourse increased from 28% to
55%,12 but estimates of consistent con-
dom use are in the range of 10% to 20%.13
Young people in the United States are at
increasing sexual risk for HIV infection.

Simultaneously, the frequency of
other problem behaviors among adoles-
cents decreased in the United States.
Declines in drug use,14 daily drinking, 15
death through unintentional injuries,'4
alcohol-related automobile fatalities,'6 and
school dropoutsl7 were substantial. These
public health successes found no parallel
in sexual behavior.

Why are youths in Switzerland and
other European countries reducing their
risk for HIV, while youths in the United
States increasingly demonstrate self-
defeating patterns of sexual risk taking?
Among multiple reasons, basic problems
appear to be a cultural fear of adolescent
sexuality and the limited scope of mes-
sages which that fear generates among
legislators at the local, state, and federal
level, among the media, within agencies
providing HIV-related services, and in
institutions not directly involved with
HIV services, such as schools.

The Swiss prevention program
stresses "responsible sexuality." The
dominant U.S. prevention message to
youths has been "abstinence." Despite
substantial evidence that condom promo-
tion programs do not increase sexual
activityeV-- 18-20, fears remain that condom
distribution will encourage sexual acts.
Condom promotion programs have led to
substantial reductions in teenage pregnan-

cies, births, and sexually transmitted
diseases in several European countries.21
In contrast, in the United States, television
networks will not permit condom ads that
could normalize acceptance of con-
doms.22 However, television is allowed to
consistently glamorize sex. Similarly, news
reports focus on conflict regarding HIV
education and play down effective HIV
prevention programs.22

The adoption of HIV prevention by
mainstream US institutions faces many
challenges. The Red Cross recently re-
moved condom education from programs
reaching about 1 million adolescents.28
Only in the last year has the American
Academy of Pediatrics3' endorsed con-
dom use; many other professional organi-
zations remain silent on the issue.

Schools are narrow in their HIV
prevention messages, usually limiting them
to encouragement of abstinence. Schools
fear parents' responses, despite high lev-
els of support from parents for comprehen-
sive school-based HIV prevention pro-
grams and parents' anticipations of positive
outcomes for those programs.23-25 Cur-
rently, 39 states require schools to develop
HIV prevention programs;26 25 mandate
abstinence instruction.27 Only 25 states
have developed an HIV curriculum,27 and
6 states have advocated a comprehensive
HIV prevention strategy for kindergarten
to 12th grade. Only 37% of programs
have any direct instruction regarding
condom efficacy or use.26 In schools with
programs for condom availability, accessi-
bility to condoms is limited by require-
ments for parental consent (81%) and
often by the hours and conditions of
distribution.29'30 HIV prevention is not
part of teacher credentialing or training
programs, and the quality of HIV preven-
tion in classroom presentations varies
considerably. 1826,27

When one turns to the content of
preventive interventions with adolescents,
the creation of comprehensive prevention
strategies poses a broad challenge. Con-
doms are not a universal solution for HIV
prevention, particularly to anyone desir-
ing children. Nor can condom use be
easily implemented by young women in
relationships in which they have less
power than their boyfriends.32 Since
"monogamy" as perceived and practiced
by adolescents typically has a duration of
3 to 6 months,'3'33 it does not provide
long-term protection for youths, particu-
larly poor Latino and African-American
girls living in AIDS epicenters with high
rates of substance use in their neighbor-
hood.34 Alternatives are needed.

Large-scale HIV testing is one such
alternative. In 1988, Kutchinsky35 advo-
cated a multistage strategy of personal
protection: condom use until one is
committed to a single partner; both
partners then test for HIV, use condoms
another 6 months, get retested for HIV,
and then stop using condoms. This
strategy allows conception, if desired, and
recognizes that lifetime condom use is an
unrealistic expectation. Testing can be
implemented in multiple ways (e.g., with
pre- and post-test counseling; at home,
alone; in agencies, but client controlled).
As saliva and blood home testing become
available, the possibility of couples test-
ing together begins to emerge. Annual
testing as a part of routine health care may
reduce transmission to a significantly
greater degree than testing premarital
couples or pregnant mothers.3 Such a
program provides more than an alterna-
tive prevention strategy. Early detection
allows for the secondary benefits of
prophylactic medical treatments and be-
havioral interventions to reduce transmis-
sion. Female barrier methods, such as the
female condom-largely unexplained and
unused-can be introduced.Tm The quick
introduction of viricides and microbicides
must be planned now before the products
are approved for release. Prevention strate-
gies tailored to the environmental niches of
persons at high risk (e.g., homeless, injec-
tion drug users) are also needed.

While we have recognized the impor-
tance of these approaches, our HIV testing
strategies have not evolved. The Swiss did
not include testing as part of their
consistent, global message, and HIV
testing did not rise at a meaningful rate. In
the United States, about 13% of those
tested at Centers for Disease Control and
Prevention anonymous test sites are ado-
lescents.37 Fewer than 39% of school-
based clinics provide access to HIV
testing.29 Community-based agencies that
provide HIV prevention services are not
typically designed for adolescents.38
Among New York City agencies serving
high-risk youths (runaways, gay youths),
only about 39% of youths are tested; in
contrast, 89% of youths in Los Angeles
and San Francisco are being tested.39
Existing pre- and post-test counseling
requirements have not been consistently
implemented,39 nor have they proved
effective as a model for testing. This
situation suggests that our current ideas
about how, where, and when to test should
be reexamined.

It is high time to rethink our national
agenda for adolescent HIV prevention.
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We need to implement a range of alterna-
tive prevention strategies that meet the
needs of a multicultural society. In doing
so, we need to examine alternatives to our
present objectives. The Swiss have pro-
vided us with both hope and direction for
future research and public policy interven-
tion. Ol
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Annotation: Wanted-A Simple and Meaningful BiIV Staging System
Clinicians, researchers, and patients

have long sought a simple and accurate
means by which to predict the course of
human immunodeficiency virus (HIV)
disease. The article by Seage et al. in this

issue of the Journal describes a new score
for predicting survival for patients with
acquired immunodeficiency syndrome
(AIDS)-the BostonAIDS Survival Score
(BASS).1 The authors undertook this

work to identify predictors of survival for
I to 2 years that would enable clinicians to

Editor's Note. See related article by Seage et al.
(p 567) in this issue.
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